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Abstract 
This article illustrates the ways that sociological research can inform an understanding 
of sleep. We emphasise the value of qualitative studies of sleep, by reviewing recent 
research on the ways that gender and co-sleeping influence sleep, and the influence of 
caregiving at night on sleep. We then consider large-scale quantitative studies of sleep, 
drawing on data from the UK Understanding Society 2009 survey (n=14,746). We 
show how providing care to an elderly or disabled relative in the home is linked to 
reported sleep problems which is only marginally attenuated following adjustment for 
disadvantaged socio-economic characteristics and poor health.   
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Introduction   
 
Sociologists study sleep as a socially, culturally and historically variable 
phenomenon. How we sleep, when we sleep, where we sleep, what meanings and 
value we accord sleep, as well as with whom we sleep, are all important topics of 
sociological investigation which do not simply vary around the world, both past and 
present, but within different segments of society and within and between cultures 
(Williams et al. 2010).  
 
Using this as a backdrop, sociologists have examined both ‘macro’ and ‘micro’ 
aspects of sleep.  Macro aspects include the ways in which societies organise sleep. 
Aubert and White (1959a, 1959b), for example, highlighted the cultural variation in 
sleep patterns, rituals and rules for sleeping, and emphasised the ways that sleep is 
interconnected to different societal institutions, status and power.  Similarly, Schwartz 
(1970) focused on the notion of sleep as a ‘periodic remission’ from the conscious 
waking demands of society, the societal ‘need’ to protect individuals while they are 
asleep and how social arrangements have been institutionalised to ‘protect’ the 
sleeping environment of individuals 
 
Sociological studies of micro issues include how cultural and historical variations in 
sleep practices are embedded in the social context of everyday lives (Steger and Brunt, 
2003; Brunt and Steger, 2008).  Sleep is influenced by many aspects of an 
individual’s social context, and is linked to their gender, social roles, living 
arrangements and health, as well as changes that occur across the life course, such as 
having children, partnering and retiring from paid work (Hislop and Arber, 2003a, 
2006).  It is for this reason that  
Taylor (1993) developed the notion of ‘doing’ sleeping, i.e. the meanings, methods, 
motives and management of sleeping. He introduced the concept of observed sleep, 
which has particular relevance for children’s sleep and sleep in residential or other 
institutional settings, where the sleeper may not have the rights of privacy. 
 
Sociological studies have concerned themselves with the organisation and experience 
of both ‘normal’ and ‘poor’ sleep.  Disrupted or poor quality sleep has negative 
impacts for health and cognition, sickness absence, safety, productivity and 
performance.  It is therefore pertinent to consider how sociological research on family 
and everyday lives, as well as how the interplay of social structural resources can 
contribute to the understanding of sleep at different life courses stages and in varying 
societal contexts.   
 
 
This article has two aims.  First, it illustrates the value of sociological research studies 
that have used qualitative methods to study sleep, by reviewing recent research on 
selected issues, namely the ways that gender and co-sleeping influence sleep, and 
ageing, caregiving and sleep. The value of these qualitative studies has been to 
provide indepth understandings about the meanings of sleep and sleeping 
arrangements, as well as ‘negotiation’ about sleep between couples and within 
families. In contrast, quantitative data from large representative surveys provide 
evidence on the social patterning of sleep and the interrelationships of a range of 
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social, lifestyle and health factors with the quality and quantity of an individual’s 
sleep. With this in mind, the second part of the article analyses quantitative data from 
the new UK Understanding Society survey for 2009 to examine whether providing 
care to an elderly or disabled relative in the home is associated with reported sleep 
problems, and to what extent differential socio-economic characteristics and health 
status may account for this relationship.   
 
Gender and the couple relationship 
 
To understand the quality of sleep, it is important to recognise that sleep is embedded 
in the social context of everyday life, especially household and family contexts. As 
Pahl points out (2007), sleep within households is a shared (in)activity, and therefore 
often involves negotiations surrounding the timing of sleep (who goes to bed when), 
the place of sleep (sleeping together or apart), and who is responsible for dealing with 
disturbances (a crying child, outside noises).   
 
The gendered aspects of sleep and sleeping have received particular attention through 
research conducted by the Surrey Sociology of Sleep group (cf. Hislop and Arber, 
2003a, 2003b, 2004, 2006; Venn et al., 2008) (www.sociologyofsleep.surrey.ac.uk/ ). 
This body of research has examined the meanings of sleep and the everyday world of 
sleep among women and couples, showing how a sociological analysis of sleep 
provides a window onto gender roles and gender inequalities within families (Arber et 
al., 2007a). The multiple roles that women have, such as mother, partner, carer and 
worker, can serve to create, for women, an invisible ‘work-place’ at night (Hislop and 
Arber, 2003a, 2003b).  The sleep of children and young adults is inextricably linked 
to the gender roles and responsibilities of mothers, who are expected to ensure that 
their children get ‘sufficient’ sleep at night to adequately function the next day, as 
well as for their health and well-being. In addition, there is a normative expectation 
that mothers will be available to address their children’s needs during the night. 
 
Venn et al. (2008) introduced the concept of the Fourth Shift, to highlight the ways in 
which women continue to undertake caring roles throughout the night. These night-
time roles are not restricted to the direct provision of care, such as attending to the 
physical needs of children during the night, but also relate to women’s engagement in 
the emotional labour of worrying about and anticipating the night-time needs of her 
family members.  Indeed, the UK Women’s Sleep Survey showed that worries about 
family members had a major adverse effect on women’s sleep (Arber et al., 2007b).   
 
Since most adults do not sleep alone, it is essential to consider the dyadic nature of 
sleep.  Gender, social roles, and normative expectations surrounding sleep needs and 
rights all influence how a couple negotiate and experience sleep (Meadows, 2005; 
Meadows et al., 2008).  However, a review of articles on partners’ co-sleeping 
highlights the very limited amount of research on couples’ sleep (Troxel et al 2007).   
Far from sleeping with a bed partner always being comforting and reassuring, Hislop 
and Arber (2003a, 2003b; Hislop, 2007) suggest that for mid-life and older women 
the bedroom may be a ‘battleground’, and argue that, from a woman’s perspective, 
their male partners may act as ‘gatekeepers’ to their partner’s sleep by, for example, 
waking them up in the night to discuss problems, or insisting the light is turned off.    
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Studies of couples’ sleep therefore, have demonstrated an (uneasy) balance between 
the comfort and reassurance of sharing a bed with another adult, and disturbances 
arising from bed sharing (Troxel 2010). One of the most commonly mentioned 
disturbances is snoring. Although snoring is often subject to laughter and ridicule, it 
can have a serious effect on not only the snorer and their partner, but also on the 
couple relationship. Most studies on snoring and sleep apnoea, though, have focused 
on the snorer, and only rarely have they recognized the potential problem to the 
snorer’s partner (Sharief et al., 2008).  When the impact of snoring on a partner is 
addressed, the focus has primarily been on women’s sleep being disturbed by their 
male partners’ snoring, with little attention being paid to women who snore.  For 
example, Rosenblatt’s (2006) exploration of co-sleeping in the US, showed only how 
women developed strategies to deal with the practicalities of sleeping with a snoring 
(male) partner, while Ulfberg et al. (2000) found that women whose partners snored 
were three times more likely to report symptoms of insomnia than those whose 
partners did not snore. 
 
Venn’s (2007) qualitative interviews with 40 couples, highlighted two potentially 
damaging effects of snoring, (a) on the couples’ relationship, where one or both 
partners snore, and (b) on the self esteem of the snorer. This study examined women’s 
and men’s strategies regarding a snoring partner, and also raised awareness of the 
stigma that women experience because of their snoring. Women who snored were 
reluctant to say so, largely because they felt that their snoring was ‘unfeminine’, a 
perception which arises out of social and cultural norms, that snoring ‘is what men 
do’, and therefore not what women do.   The strategies women developed to cope 
with their partners’ snoring, such as prodding (but not waking their partner), laying 
and listening, and moving out of the bedroom, were very much in line with normative 
expectations of femininity, of women being adaptive and passive (Coppock et al., 
1995).  By subjugating their own sleep needs to those of their partner, the women 
were reflecting an uneven gender/power balance within couples. 
 
In summary, gender is important to address for at least two broad reasons. First, as 
illustrated above, qualitative sociological research on sleep can reveal hidden and 
implicit gender norms and bases of gender inequalities within society. Second, it is 
well-established that women report poorer sleep quality than men (Groeger et al., 
2004; Sekine et al., 2006; Zhang and Wing, 2006). The dominant explanation 
suggested by sleep scientists is one of biological or physiological differences between 
men and women (Manber and Armitage, 1999), or women’s hormone levels, 
particularly oestrogen (Dzaja et al., 2005; Chen et al., 2005). Psychological 
explanations for women’s poorer sleep are also prevalent (Lindberg et al., 1997). 
However, few scientific studies of sex differences in sleep have considered 
sociological explanations. Chen et al. (2005: 488) conclude that ‘In contrast with 
explanations emphasising sex differences in biology and prior psychiatric illnesses, 
the sociological perspective has not been well investigated in the existing literature.’ 
Sociologists can therefore contribute to understanding gender differences in reported 
sleep problems.  
 
Ageing, Caregiving and Sleep 
 
Sociologists consider to what extent issues of power, status and control influence the 
quality and nature of sleep. These will vary at different stages of the life course (Arber 
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et al., 2007a), thus in childhood, adult life and later life, the sleeping context may 
differ in terms of control and privacy. For example, when older people move to a 
residential care environment, their sleep is more directly under surveillance (Williams, 
2005; Williams et al., 2010).  Our research shows that older people living in 
residential homes have their sleep disrupted throughout the night by staff routinely 
monitoring their well-being on an hourly basis throughout the night (Luff et al., 2011).   
 
Among older people, increasing age is associated with progressive deterioration in the 
structure, 24-hour distribution, and quality of sleep (Bliwise, 2005).  A major reason 
for poorer sleep quality with increasing age is because chronic ill-health causes pain 
and discomfort at night, resulting in sleep complaints and difficulties (Davidson et al., 
2002; Stewart et al., 2006; Vitiello, et al 2002). People with dementia have poor sleep 
quality, because of disruption of circadian rhythms with a less clear diurnal pattern of 
night-time sleep and more sleep during the day (Bliwise, 1993; Van Someren, 2000). 
Among patients with Parkinson’s disease, 74-98% have sleep disturbance, involving 
sleep fragmentation, nocturnal cramps, pain, nightmares and impaired motor function 
during the night (Happe and Berger, 2002).   For these groups of older people, not 
only is their own sleep likely to be disturbed by their health condition, but also the 
sleep of their family members and caregivers.  
 
Caregiving for partners and older relatives can have a profound impact on the carers’ 
sleep quality, especially caring for a person with dementia (Lee et al., 2007; Wilcox 
and King, 1999; Beaudreau et al., 2008). Since women are more likely than men to be 
care-givers (Arber and Ginn, 1991, Wolff and Kasper, 2006, Sims-Gould et al., 2008), 
night-time care provision is more likely to adversely affect women’s than men’s sleep 
quality, continuity and duration.   
 
How caregiving influences carers’ sleep is relevant to study for several reasons.  First, 
lack of sleep leads to daytime fatigue and reduces the carers’ quality of life (Riedel 
and Lichstein 2000; Ross et al. 2008). Second, lack of sleep results in tiredness and 
low mood/bad temper, which may reduce carers’ ability to provide high quality, 
emotionally supportive care to their relative.  Third, sleep problems are a predictor of 
subsequent entry into nursing homes (Pollak and Perlick 1991; Kesselring et al. 
2001). Pollak and Perlick (1991) found that 70% of primary caregivers of elders 
recently admitted to US nursing homes cited nocturnal problems in their decision to 
institutionalize, primarily because their own sleep was disrupted. Finally, sleep 
scientists have shown that sleep is important for both physical and mental health, as 
well as short sleep duration predicting mortality (Cappucio et al 2010).   
 
Qualitative sociological research with caregivers has provided insights into the nature 
of the impact of caregiving on sleep. Arber and Venn (2011) document the ways that 
six different aspects of night-time care provision can adversely affect carers’ sleep. 
First, attending to the night-time physical needs of the care recipient, such as helping 
an older person to use the toilet, cleaning an older person (and/or changing their bed) 
following incontinence, turning or repositioning, and medication administration. 
Second, anticipation of the care-receiver’s night-time care needs, which results in 
carers waiting up and going to bed later, and having alert, light sleep. Third, 
chronically ill or demented care recipients may be considered ‘vulnerable’ or in 
danger to themselves at night, requiring the carer to be involved in ‘surveillance’, 
‘monitoring’ or ‘maintaining night-time vigilance’ (Martin and Bartlett, 2007; 
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Askham et al., 2007).  Fourth, carers’ sleep may be disrupted by relatives who are 
awake for long periods at night, or if they wander or get disoriented at night, yell, or 
experience pain and need comforting. Fifth, caregivers provide emotional support at 
night, and their sleep may be disrupted by worries or anxieties connected to 
caregiving.  Finally, the legacy of caregiving may continue to disrupt sleep long after 
caring ceases, because of being ‘haunted’ by distressing images of their relative’s 
suffering, especially during terminal phases, or by feelings of guilt (Bianchera and 
Arber, 2007).   
 
These night-time ‘disruptions’ or disturbances for the caregiver may engender varying 
levels of stress/anxiety (Beaudreau et al., 2008), which influence the ease with which 
the carer returns to sleep following the disruption.  Adverse effects on carers’ sleep 
were greatest for co-resident carers, especially when caring for a spouse or close 
relative with a life-limiting illness or dementia (Arber and Venn, 2011). However, the 
level of welfare provision and availability of residential care for frail elderly people in 
a society may mediate to what extent caregiving affects sleep. Bianchera and Arber’s 
(2007) study of Italian women over 40 showed how their sleep was severely 
compromised by intensive care provision often over lengthy periods, which was 
aggravated by the lack of welfare provision and residential care for elderly people in 
Italy, as well as inequality of gender roles in Italy. Therefore, Italian women were 
providing care of greater intensity and duration than in England with greater adverse 
consequences for their sleep.  
 
 
From Qualitative to Quantitative Research Approaches  
 
As discussed above, much recent sociological research on sleep has used traditional 
qualitative methodologies of in-depth interviews and focus groups. In addition, new 
qualitative tools to understand individual’s experiences of sleep have been developed, 
e.g. through audio sleep diaries (Hislop et al., 2005), whereby participants record 
details of their sleep soon after waking each morning.  Given the shared nature of 
many sleeping environments, Venn et al. (2008) demonstrate the value of 
interviewing couples together, so that each partner can provide accounts of the other’s 
sleep, while also interviewing each partner separately about their own and their 
partner’s sleep. The latter allows each partner to voice issues about the other’s sleep 
and anxieties related to the sleeping environment that would not be voiced in a shared 
couple interview. Undertaking both couple and separate individual interviews 
provides insights into power and inequalities within the couple relationship in terms 
of whether certain issues are spoken of in each context and the different ways they are 
articulated with/without the presence of the partner. 
 
Qualitative methodologies are of primary value for understanding meanings and 
processes, and uncovering issues about sleep that had previously been hidden and 
unrecognised. These methods capture the individual’s point of view by probing in 
depth. They give rich insights into the interplay between an array of social factors and 
norms that influence the dynamic nature of sleeping and individual’s and couple’s 
management of the sleeping environment, as well as the constraints of everyday life.  
Although, qualitative methods can reveal the sort of strategies used to cope with a 
snoring partner (Venn, 2007) and the reasons why partnered women often temporarily 
relocate to sleep in another room (Hislop, 2007), they cannot indicate the frequency of 
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relocation for different groups of women, or whether strategies for coping with a 
snoring partner differ according to socio-demographic variables, such as age, 
education or class.   
 
Most qualitative studies are based on relatively small, and unrepresentative samples, 
therefore they do not provide estimates of how sleep problems differ by social 
characteristics.  For these purposes, large and ideally nationally representative 
samples are necessary.  Such surveys have been used to show the effect of worries on 
women’s sleep (Arber et al. 2007b) and to what extent individuals with low income 
and low education report poorer sleep (Arber et al., 2009; Banks et al., 2010).  They 
also allow estimation of the associations of socio-economic factors with sleep quality 
after adjusting for confounders, such as age, and mediators, such as health status 
(Arber et al., 2009).  However, few broadly based social surveys have hitherto 
collected data on sleep, and even fewer have collected sleep data from each family 
member. This would be necessary if sociologists wished to undertake quantitative 
analyses of couples’ sleep, for example, to examine the influence of the relative socio-
economic position (income, education, occupational class) of each partner on the 
quality of both partners’ sleep.  At present, undertaking such sociological quantitative 
analyses is hampered by the lack of large-scale surveys that have collected sleep data 
on both partners within couples. 
 
The second half of this paper uses quantitative data to examine to what extent 
providing care, and the hours of care provision each week, is associated with sleep 
problems, as suggested by qualitative studies.  One of the few quantitative studies that 
has asked questions on both caregiving and on sleep is the UK Carers Survey, which 
showed that hours spent caring were strongly associated with disturbed sleep (Maher 
and Green, 2002).  Almost half of carers (47%) providing 50 hours or more of care 
each week reported disturbed sleep, compared with a quarter (24%) caring for 20-49 
hours, and only 7% among carers providing under 20 hours per week. Although, this 
study documented the association of caregiving with disturbed sleep, it did not 
include statistical controls for age, health or other socio-economic circumstances, 
therefore it is not possible to estimate the independent effects of caregiving hours on 
sleep after adjusting for other factors known to be associated with both sleep quality 
and caregiving, such as age, socio-economic circumstances and health, using 
multivariate analysis. The remainder of this paper will assess whether sleep problems 
among caregivers are due to confounders or are mediated by socio-economic 
characteristics, such as education and employment status, as well as health status.   
 
We first examine, how hours spent providing care to an elderly or disabled person 
within (or outside) the household are associated with self-reported sleep problems, 
and second, examine how a selected set of socio-economic and health variables are 
associated with self-reported sleep problems for men and women, and whether the 
relationships between caregiving and sleep problems are attenuated by adjusting for 
these variables.  
 
 
Investigating Caregiving and Sleep Patterns using Understanding Society 
 
We analyse self-reported sleep problems using Wave 1 of a large new British survey 
‘Understanding Society’.  Data were collected in 2009 from a representative sample 
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of households in Britain with a response rate of 59% (McFall et al., 2011).  In-person 
interviews were conducted with all household members over age 16, asking detailed 
socio-economic and health questions, and sleep questions were included in a self-
completion module.  
 
The analysis is restricted to men and women aged 25 and over who had valid data on 
the three analysed sleep questions (n=14,746). Younger adults (aged 16-24) were 
excluded because a high proportion are full-time students, and many will not have 
completed their educational qualifications or entered full-time employment until their 
mid-twenties. Therefore, below age 25, the pattern of association of sleep problems 
with educational qualifications and employment status would be less clear. 
 
Description of variables  
Three self-reported sleep questions (on sleep latency, maintenance and sleep quality) 
were combined into a measure of sleep problems for the multivariate analysis.  To 
measure sleep latency, respondents were asked how often they ‘cannot get to sleep 
within 30 minutes?’ in the past month with five response categories from ‘Not during 
the past month’ to ‘More than once most nights’.   The question on sleep maintenance 
used the same response categories, asking how often the respondent reported they 
‘wake up in the middle of the night or early in the morning?’ Sleep quality was 
measured by asking - ‘During the past month, how would you rate your sleep quality 
overall?’ with four response categories ‘Very Good, Fairly Good, Fairly Bad, Very 
Bad’. Arber and Meadows (2011) show a strong consistency in the relationships 
between each of these three sleep measures and several socio-economic and health 
variables.  Person correlations between these three sleep measures were between 0.46 
and 0.53.  A sleep problems measure was constructed which summed those who 
reported problems of sleep latency or sleep maintenance on ‘3 or more nights’ per 
week, and who reported that their sleep quality was ‘Fairly Bad’ or ‘Very Bad’.   
 
All analyses used 10 year age groups, and marital status was recoded into four 
categories (married/cohabiting, never married, divorced/separated, widowed).  Co-
resident caregiving was measured by asking ‘Is there anyone living with you who is 
sick, disabled or elderly who you look after or give special help to?’.  Those who 
answered ‘yes’ were asked for the ‘number of hours spent each week looking after or 
helping them’, which was recoded into under 20 hours, 20-99 hours and 100 hours or 
more per week.  Non-resident caring was measured by ‘Do you provide some regular 
service or help for any sick, disabled or elderly person not living with you?’, and the 
hours spent providing care each week. Non-resident caregiving was categorised as 
‘not provided’, under 10 hours, 10-19 hours and 20 hours or more per week.  
 
Highest educational qualifications was recoded into five categories from ‘no 
qualifications’ to ‘degree or above’.  Current employment status was categorised as 
‘currently employed’ (which included the self-employed and a small number of full-
time students), unemployed, looking after family or home, retired, and not working 
because of ‘long-term sick or disabled’.  
 
Two measures of self-reported health were analysed to examine to what extent the 
relationships between sleep problems and other variables were moderated following 
adjustment for health. Self-rated (or self-assessed) health was measured by asking:  
‘In general, would you say your health is Excellent, Very Good, Good, Fair or Poor?’  
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Limiting ill-health was measured by asking respondents whether their health limited 
their everyday activities ‘a little’ or ‘a lot’ or ‘not at all’.  As the primary focus is on 
caregiving and sleep problems, lifestyle behaviours – such as smoking and alcohol 
consumption - were not included in this analysis.  Lallukka et al. (2010) and Arber et 
al. (2009) found no evidence that lifestyle behaviours mediated the association 
between socio-economic characteristics and sleep complaints.  
 
Bivariate analyses 
 
Women were more likely to report problems getting to sleep within 30 minutes, 24% 
on 3 or more nights a week, compared with 17% of men; and problems waking up 
during the night or early in the morning, 45% compared with 39% of men, Table 1.   
Women also rated their sleep quality more negatively, 26% of women compared with 
19.5% of men reported ‘fairly or very bad’ sleep.  When these three sleep problems 
were dichotomised and summed, 28% of women compared with 20% of men reported 
two or more sleep problems.   
…………………………………………. 
Tables 1 and 2 about here 
…………………………………………. 
Table 2 shows the proportion of men and women reporting two or more sleep 
problems by marital status, hours per week spent caregiving, education, employment 
status and two health measures. The married reported fewer sleep problems, 
especially married men (19%), whereas the divorced were more likely to report sleep 
problems, especially divorced women (38%).  
 
Nearly half of women caring for a dependent in the home for over 100 hours a week 
reported two or more sleep problems. The association of sleep problems with co-
resident caregiving was not significant for men, however, relatively small numbers of 
men provided co-resident care for over 20 hours per week (Table 2).  Caring for a 
dependent person in another household was not associated with sleep problems for 
women, in contrast, men providing non-resident care for 1-20 hours a week reported 
fewer sleep problems compared with non-carers, suggesting that other factors, such as 
age, may be confounding this bivariate relationship.  
 
The pattern of association of sleep problems with education was strong and near 
linear with fewest sleep problems reported by men with a degree (15%) and most by 
women with no qualifications (37%). The employed were least likely to report sleep 
problems (17% of men, 24% of women), whereas 29% of unemployed men and 36% 
of unemployed women reported two or more sleep problems. As expected, a high 
proportion of men (57%) and women (69%) who were not working because of long-
term sickness or disability reported two or more sleep problems.   
 
The association of sleep problems with the two health measures were remarkably 
strong. Among those who assessed their health as ‘excellent’ only 9% of men and 
14% of women reported two or more sleep problems, compared with 57% and 68% 
respectively who reported ‘poor’ health.  Similarly, among those whose health limited 
their activities a lot, 47% of men and 56% of women reported two or more sleep 
problems.  Clearly poor sleep quality is closely tied to poor health, but more research 
is needed research to disentangle the directions of causality between reported sleep 
problems and illhealth. 
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Logistic regression analysis is used to assess how these patterns of association of 
sleep problems with caregiving, marital status and other variables, are altered 
following adjustment for age, socio-economic characteristics and health.  
 
Multivariate analyses 
Odds ratios of reporting two or more sleep problems are presented separately for men 
and women using 4 nested models (Table 3), all adjusted for 10 year age groups. 
Model 1 includes age, marital status and co-resident caregiving. Hours of providing 
care for a sick or disabled person living in another household was not statistically 
significant in the model after adjustment for age, therefore only co-resident caregiving 
is presented in the models.  Model 2 includes highest educational qualifications and 
Model 3 adds employment status. Finally, Model 4 adds the two self-reported health 
measures.  
…………………………………………. 
Table 3 about here 
…………………………………………. 
 
The married report the best sleep (reference category), while the divorced/separated 
and widowed report poorer sleep, odds ratios of over 1.60, with the never married 
intermediate (OR=1.35). Following adjustment for education and employment status, 
the odds of poor sleep for the divorced and widowed are reduced by about a third, and 
for the never married men become non-significant (OR=1.12) in Model 3. The odds 
of sleep problems are further reduced after adjustment for health (Model 4), 
suggesting that much of the poorer sleep of the non-married relates to their 
disadvantaged position of low levels of education, being without paid work and their 
poorer health status.  The patterns by marital status are similar for men and women, 
with the poorest sleep reported by the widowed, especially following adjustment.  
Thus, a greater part of the poor sleep of the divorced/separated (and the never married) 
can be explained by disadvantaged socio-economic circumstances and poor health 
than occurs for the widowed.  
 
Care giving for a disabled or sick person in the household is associated with greater 
sleep problems for both men and women, with stronger associations for women. 
Among those providing over 100 hours of care per week, the odds ratios of sleep 
problems are 2.48 for women and 2.10 for men.  Women providing smaller amounts 
of co-resident care also report poorer sleep (1-20 hours, OR=1.82; 20-99 hours, 
OR=1.71). However, men who reported care provision for 1-20 hours per week do not 
report significantly more sleep problems than non caregivers.  It is likely that many 
men providing modest amounts of co-resident care live in a household with their 
partner who is the main caregiver, and they provide secondary (supplementary) care, 
which does not have consequences for their own sleep.   
 
Adjusting for education only moderates these associations marginally between 
caregiving and reported sleep problems. Whereas adjustment for employment status 
has a greater moderating effect, especially for men.  This suggests that caregiving has 
greater adverse effects on sleep when it is linked to not being in paid work, especially 
for women.  This is likely to be at least in part a causal relationship, as those 
providing substantial amounts of weekly care are less likely to be able to hold down a 
job.  Health status attenuates the association of caregiving with women’s sleep 
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problems (but has little effect for men).  The direction of causation here is unclear, as 
sleep problems among caregivers may lead to poorer health, rather than that those 
with poorer health becoming caregivers.  Longitudinal data is necessary to disentangle 
these associations between caregiving, sleep problems and poor health.   
 
There is an almost linear gradient with highest educational qualifications (Model 3); 
individuals with no qualifications report the poorest sleep (Men, OR=2.10; Women, 
OR=2.35), compared with a degree, OR=1.0).  The high odds of sleep problems 
among those with no qualifications is substantially reduced for men after adjustment 
for employment status (OR=1.66) and the two health variables (OR=1.31). However, 
the significant effect of education remains for women after adjustment.  
 
Being in paid work is associated with significantly better sleep than not having a job. 
Unemployed men and women report significantly poorer sleep (OR=1.72, OR=1.50 
respectively).  The retired and those looking after family or home occupy an 
intermediary position between the poor sleep of the unemployed and that of the 
employed. However, there is a significant effect on sleep problems only among retired 
men, and for looking after the home among women. Those not working because of 
long-term sickness or disability report very problematic sleep, with an odds ratio of 
over 5.0.  After adjustment for the two health measures, unemployed men still report 
poorer sleep (OR=1.52) as do those with disability or long-term sickness (men, 
OR=1.78; women, OR=1.61).  
 
There was an exceptionally strong gradient of sleep problems with self-reported 
health (Model 5), increasing to odds ratios of over 8.0 for those reporting ‘poor’ 
health (compared to the reference category of ‘excellent’ health).  There is also a 
strong association of sleep problems with limiting ill-health; an odds ratio of 1.70 for 
men and OR=1.54 for women for limits typical activities ‘a lot’ (compared to 
OR=1.0, ‘no limiting illness’), following adjustment for other variables in the model. 
Thus, the associations of sleep problems with both self-assessed health and limiting 
ill-health are very stark, even following full adjustment.  
A model was also analysed for men and women combined (data not shown). Women 
had a 55% higher odds ratio than men of reporting two or more sleep problems, after 
adjusting for age. This is comparable to the gender difference reported in other large-
scale studies (Arber et al., 2009; Zhang and Wing, 2006).  The gender difference was 
only moderated slightly following adjustment for marital status and caregiving roles 
(OR=1.46), and was not attenuated further following adjustment for education and 
employment status (OR=1.49), or for the two health measures (OR=1.51). Thus, 
although women have poorer health status than men, this does not explain their 
greater reporting of sleep problems. 
 
 
Discussion and Conclusions    
 
This article has illustrated the ways that sociological research can inform an 
understanding of sleep. The first half of the paper highlighted the importance of 
qualitative sociological studies showing how gender roles and the household context 
influence the nature of sleep, and the ways that sleep differs when co-sleeping with a 
partner and due to coresident caregiving. Women’s sleep is compromised by their 
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caregiving roles at night and partner’s night-time behaviours, including snoring.  
Qualitative research provides in depth understandings of the ways that sleep quality 
may be compromised by the actions of others. 
 
We also illustrated the role that quantitative analysis plays in sociological 
understandings of sleep.  Large-scale UK surveys have recently included questions 
about sleep, e.g. Understanding Society (McFall and Garrington, 2011) and the 
English Longitudinal Study of Ageing (ELSA) (Banks et al., 2010), which allows 
analysis of the social patterning of sleep problems.  However, there is no consensus 
about the questions used to measure sleep, which currently vary between studies, and 
may result in discrepant findings.  In addition, surveys generally do not ask about the 
range of social factors that have been shown by qualitative sociological research to 
influence sleep, e.g. family and financial worries, snoring partners, sleep disturbance 
because of child or elder care, with notable exceptions, such as the UK Women’s 
Sleep Survey (Arber et al., 2007b).   
 
We analysed cross-sectional data from the Understanding Society survey to examine 
gender, caregiving and sleep by constructing a sleep problems measure based on three 
sleep questions. Logistic regression analysis showed a comparable gender difference 
in sleep problems to that found in other studies (Zhang and Wing, 2006; Arber et al., 
2009).  Married/cohabiting men and women consistently reported the best sleep and 
the widowed and divorced/separated reported the poorest sleep. Much of the poorer 
sleep of the previously married (and currently non-partnered) and the never married 
was associated with their greater likelihood of not being in paid work and their poorer 
health status. From the qualitative research outlined earlier, it may have been expected 
that married women would have poorer sleep than other women, due to disturbances 
by their partner.  However, among previously married women, their sleep will often 
continue to be compromised by their caregiving roles, which may be even more 
demanding without a partner. Our qualitative research showed how midlife and older 
women living alone often have sleep disturbances because of worries about safety and 
security, as well as loneliness (Hislop and Arber, 2006).  As discussed earlier, surveys 
that ask questions about sleep, rarely ask about the nature of worries, loneliness, and 
many of the factors shown from qualitative research to be implicated in the poorer 
sleep of women and those who are divorced or widowed. 
 
The quantitative analysis showed that co-resident caregiving was associated with 
poorer sleep, especially among women, which supports our qualitative research on 
caregiving at night (Bianchera and Arber, 2007; Arber and Venn, 2011). The greatest 
adverse effect on sleep was among those providing co-resident care for over 100 
hours per week, which remained significant for women following adjustment for 
socio-economic circumstances and health. Caregiving for a dependent in another 
household was unrelated to sleep problems.   In this instance, there is concordance 
between qualitative and quantitative findings on the adverse impact of co-resident 
caregiving on sleep quality. 
 
The article used two measures of socio-economic circumstances, educational 
qualifications and employment status, both of which were strongly associated with 
sleep problems.  Those with least education reported greatest sleep problems, but 
much of this was due to their higher likelihood of being non-employed and their 
poorer health status, especially for men. More research is needed which uses a wider 
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range of socio-economic and work-family related variables as in Arber et al. (2009) 
and Lallukka et al. (2010) in order to disentangle the associations between different 
indicators of socio-economic status and sleep.  
 
Self-assessed health is very strongly associated with sleep problems, following 
adjustment for age, socio-demographic and socio-economic factors. However, there is 
a lack of clarity about the directions of causation between poor health and sleep 
problems, with increasing evidence that sleep problems often predate the onset of 
illhealth, rather than being a consequence of ill-health (Cappucio et al., 2010). 
Therefore, it is vital for prospective studies to examine a diverse range of socio-
economic variables, as well as measures of health status, and measures of quality of 
sleep in order to understand the causal ordering between these three sets of variables. 
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Table 1.  Sleep items by sex for ages 25 and over 
 
     
 Men Women Total 
a) Cannot get to sleep in 30 mins 
Not in last month  
< Once a week 
Once/twice a wk 
3+ times a week 
 
46.9 
21.8 
14.7 
16.6 
 
37.9 
21.0 
17.2 
23.9 
 
41.9 
21.4 
16.1 
20.7 
 
N= 
100% 
6786 
100% 
8710 
100% 
15496 
b) Wake in middle of night  
Not in last month  
< Once a week 
Once/twice a wk 
3+ times a week 
 
22.6 
16.8 
21.9 
38.7 
 
18.4 
15.7 
20.7 
45.2 
 
20.2 
16.2 
21.2 
42.4 
 
N= 
100% 
6895 
100% 
9039 
100% 
15934 
c) Sleep Quality 
Very good 
Fairly good 
Fairly bad 
Very bad 
 
26.8 
53.7 
15.8 
  3.7 
 
23.6 
50.6 
20.6 
  5.2 
 
25.0 
51.9 
18.5 
  4.6 
 
N= 
100% 
7401 
100% 
9678 
100% 
17079 
d) Number of Sleep Problemsa  
None  
One 
Two 
Three 
 
56.1 
23.6 
11.9 
  8.4 
 
49.6 
21.8 
14.8 
13.7 
 
52.4 
22.6 
13.5 
11.4 
 
N= 
100% 
6462 
100% 
8284 
100% 
14746 
 
  a  Count of number of the following 3 sleep problems:   (a) Unable to get to sleep in 
30 minutes on 3 or more nights per week;  (b) Wake up in the middle of the night or 
early in the morning on 3 or more nights per week;    (c) Sleep Quality – Self-assessed 
sleep as ‘fairly bad’ or ‘very bad’. 
 
Source:  Understanding Society, 2009, wave 1  (authors’ analysis) 
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Table 2.  Percentage reporting 2 or more Sleep Problems by sex for a range of variables, 
ages 25 and over (and base numbers) 
     
   %  %   %     Base Number  
 Men  Women Total Men  Women Total 
Total 
Marital Status  
Married/Cohabiting  
Never married 
Divorced/Separated 
Widowed 
Caring for dependent in home 
Not caregiver 
<20 hours per week 
20 < 100 hours per week 
100+ hours per week 
Caring for dependent in another 
household 
Not caregiver 
<10  hours per week 
10-19 hours per week 
20+ hours per week 
20.3 
*** 
18.8 
23.7 
27.2 
27.1 
* 
20.1 
20.3 
27.0 
31.3 
 
** 
20.7 
15.4 
16.7 
27.5 
28.5 
*** 
25.9 
30.4 
37.7 
34.3 
*** 
27.6 
39.1 
37.4 
48.0 
 
(ns) 
28.4 
27.4 
33.6 
33.0 
24.9 
*** 
22.6 
27.2 
34.5 
32.5 
*** 
24.3 
29.8 
33.5 
43.1 
 
** 
25.0 
22.7 
28.9 
31.5 
6462 
 
4918 
  878 
  445 
  218 
 
6059 
  202 
  126 
    64 
 
 
5771 
  538 
    84 
    69 
8284 
 
5642 
  971 
1027 
  644 
 
7692 
  207 
  214 
  152 
 
 
7044 
  833 
  217 
  188 
14746 
 
10560 
  1849 
  1472 
    862 
 
13751 
    409 
    340 
    216 
 
 
12815 
  1371 
    301 
    257 
Highest Educational Qualificns 
Degree or above 
Teaching/Nursing, Professional 
A level 
GCSE or below 
No qualifications 
Employment Status 
Employed, self-employed 
Unemployed 
Looking after family or home 
Retired 
Long-term sickness, Disabled  
***  
15.1 
19.3 
21.4 
20.1 
25.3 
*** 
17.4 
29.4 
23.8 
19.0 
56.8 
*** 
20.0 
27.6 
25.7 
29.3 
36.7 
*** 
24.1 
36.1 
33.6 
29.2 
69.1 
*** 
17.7 
24.8 
23.8 
25.3 
31.5 
*** 
21.0 
32.1 
33.2 
24.7 
63.1 
 
1620 
  543 
  543 
1979 
1771 
 
4255 
  412 
    42 
1435 
  287 
 
1876 
1084 
  693 
2550 
2076 
 
4809 
  285 
  847 
1846 
  307 
 
  3496 
  1627 
  1236 
  4529 
  3847 
 
  9064 
    697 
    889 
  3281 
    594 
Self-assessed General Health 
Excellent 
Very Good 
Good 
Fair 
Poor 
Health Limits Typical Activities 
No, not limited at all 
Yes, limited a little 
Yes, limited a lot 
*** 
  9.3 
14.5 
20.5 
30.1 
56.9 
*** 
16.9 
29.9 
47.0 
*** 
13.5 
20.5 
29.4 
45.8 
67.8 
*** 
23.5 
39.6 
55.8 
*** 
11.7 
17.9 
25.3 
39.2 
63.0 
*** 
20.5 
35.8 
52.5 
 
1130 
2092 
1892 
  929 
  418 
 
5337 
  672 
  451 
 
1506 
2749 
2227 
1259 
  540 
 
6463 
1064 
  755 
 
  2636 
  4841 
  4119 
  2188 
    958 
 
11800 
  1736 
  1206 
N=  6462 8284 14746 6462 8284 14746 
 
*  p<05;  ** p<.01, ***  p<.001  
 
Source:  Understanding Society, 2009, wave 1  (authors’ analysis) 
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Table 3.  Odds Ratios of 2 or more Sleep Problems, ages 25 and overa  
     
      Men        Women 
 Model 
1 
Model 
2 
Model 
3 
Model 
4 
Model 
1 
Model 
2  
Model 
3 
Model 
4 
Marital Status  
Married 
Never married 
Divorced/Separated 
Widowed 
Caring for dependent in 
home 
Not caregiver 
<20 hours per week 
20 < 100 hours per week 
100+ hours per week 
+++ 
1.00 
1.35** 
1.65** 
1.94** 
  
++ 
1.00 
1.07 
1.68* 
2.10** 
  
  +++ 
1.00 
1.32** 
1.59** 
1.80** 
  
+ 
1.00 
1.02 
1.60* 
1.94* 
 ++ 
1.00 
1.12 
1.40** 
1.65** 
  
 (ns) 
1.00 
1.01 
1.28 
1.58 
+ 
1.00 
1.11 
1.29* 
1.57* 
 
(ns) 
1.00 
0.87 
1.22 
1.56 
+++ 
1.00 
1.35** 
1.70** 
1.70** 
  
+++ 
1.00 
1.82** 
1.71** 
2.48** 
  
+++ 
1.00 
1.35** 
1.62** 
1.62** 
  
+++ 
1.00 
1.82** 
1.58** 
2.23** 
  
+++ 
1.00 
1.23* 
1.49** 
1.55** 
  
+++ 
1.00 
1.70** 
1.38* 
1.91** 
  
+++ 
1.00 
1.14 
1.37** 
1.50** 
  
 +++ 
1.00 
1.64** 
1.29 
1.69** 
Highest Educ Qualifications 
Degree or above 
Teaching/Nursing/Professional 
A level 
GCSE or below 
No qualifications 
Employment Status 
Employed, self-employed 
Unemployed 
Looking after family or home 
Retired 
Long-term sickness, Disabled  
 
 
+++ 
1.00 
1.35* 
1.49** 
1.38** 
2.10** 
 
+++ 
1.00 
1.28 
1.41** 
1.30** 
1.66** 
 +++ 
1.00 
1.72** 
1.17 
1.54** 
5.53** 
(ns) 
1.00 
1.15 
1.30* 
1.12 
1.31** 
 +++ 
1.00 
1.52** 
1.02 
1.16 
1.78** 
 +++ 
1.00 
1.52** 
1.31* 
1.65** 
2.35** 
+++ 
1.00 
1.47** 
1.23 
1.54** 
2.00** 
 +++ 
1.00 
1.50** 
1.45** 
1.11 
5.30** 
 ++ 
1.00 
1.36** 
1.13 
1.37** 
1.52** 
++ 
1.00 
1.22 
1.19* 
0.88 
1.61** 
Self-assessed General Health 
Excellent 
Very Good 
Good 
Fair 
Poor 
Health Limits Activities 
No, not limited at all 
Yes, limited a little 
Yes, limited a lot 
 
 
  +++ 
1.00 
1.70** 
2.44** 
3.73** 
8.82** 
+++ 
1.00 
1.33** 
1.70** 
   +++ 
1.00 
1.62** 
2.47** 
4.29** 
8.53** 
+++ 
1.00 
1.29** 
1.54** 
R squared 
N=   
0.015 
6409 
0.030 
6409 
0.071 
6409 
0.143 
6409 
.026 
8072 
.047 
8072 
.079 
8072 
0.163 
8072 
 
+  p<.05;  ++ p<.01;  +++ p<.001  - Significance of variable in the model 
*  p<05;  ** p<.01 – Significance of difference from reference category. 
a   All models control for 10 year age groups.  
 
 
 
 
